A 70-year-old man who had undergone postauricular underlay myringoplasty to treat chronic otitis media 10 years earlier presented with a 6-month history of hearing impairment, aural fullness, and occasional otorrhea of the right ear. Otoscopy revealed a large, bulging mass on the posterosuperior aspect of the external auditory canal (EAC); the tympanic membrane was invisible (figure 1). Computed tomography of the temporal bone revealed a right-sided, 2 × 2-cm soft-tissue mass in the EAC, with erosion of mastoid air cells but a normal eardrum and middle ear cavity.
Considering the postsurgical history and the site of the mass, we diagnosed an iatrogenic EAC cholesteatoma. A whitish, spherical mass was identified on surgical exploration and was completely removed through the prior postauricular incision (figure 2). We subsequently performed canalplasty with EAC defect reconstruction using fragments of conchal cartilage. The pathologist's report revealed histopathologic features compatible with cholesteatoma. No evidence of recurrent disease was present during the 5-year follow-up.
Iatrogenic EAC cholesteatoma is a rare complication developing after myringoplasty. The precise incidence of the disease remains unknown. We speculate that inversion or malpositioning of a tympanomeatal flap, or unintentional implantation of epithelium during the prior surgery, causes the subsequent defect. 1, 2 Small postsurgical EAC inclusion cysts or cholesteatomas are common and can be treated in the office via "unroofing" of the cyst and good ear hygiene practices. 3 However, large, complicated iatrogenic EAC cholesteatomas usually require surgical management. The technique chosen is generally based on the extent of the disease and the surgeon's preference, and it ranges from canalplasty with skin grafting for lesions confined to EAC, to canalplasty or canal-wall-up mastoidectomy with reconstruction of canal defects for lesions involving mastoid cells, to canal-wall-down mastoidectomy for lesions with large wall defects exhibiting mastoid erosion. 4 If an EAC defect is to be reconstructed, as in our case, nonretractable materials such as cartilage make ideal grafts.
Myringoplasty is a commonly used and simple type of middle ear surgery associated with a low risk of postoperative, iatrogenic EAC cholesteatoma. However, it is important to ensure high accuracy when repositioning the skin flap. In addition, delicate and meticulous management of every step is essential to avoid trapping or implantation of epithelial debris under the skin flap or graft.
Our case emphasizes the need for long-term follow-up because the average disease latency after otologic surgery is usually more than one decade. 1, 5 Approval of this case study was obtained from the Institutional Review Board of Chang Gung Memorial Hospital. might have been a harbinger of his impending cerebrovascular accident.
Eagle Syndrome is an uncommon but well-described entity with a nonspecific clinical presentation; more benign manifestations include globus sensation, dysphagia, facial neuralgias, throat pain, and cranial neuropathies, for which a differential is extensive. 1, 2 In the presence of an elongated styloid bone or stylohyoid, diagnostic consideration is often given to Eagle syndrome, but it may have a more insidious presentation. Elongation of the styloid also has been reported as a cause for symptomatic carotid disease, including TIA, Horner syndrome, eye pain, and cluster headache. 3 Dissection associated with elongated styloids has been reported in the neurology literature, 4 but to the best of our knowledge, no prior reports have demonstrated TIA with a normal carotid and subsequent carotid dissection during two separate clinical presentations.
Surgical and nonsurgical treatments for Eagle syndrome have been reported. Medical treatments, including carbamazepine, local and systemic steroids, and NSAIDS have been used. 4 Surgical options include transpharyngeal resection, as originally favored by Eagle, versus an extraoral resection.
